METHODS

Hospital separations
The number of hospital separations was calculated using the Inpatient Statistics Collection (ISC), a computer database of data routine(y collected on each patient discharged from hospital. Diagnosis is coded using the International Disease Class]ficat,ion, 9th revision -Clinical Modification (ICD9-CM).
Data were extracted for three financial years, 1989-1990, 1990-1991 and 19914992 . Records coded for meningococcal meningitis (code 036.0), meningococcal septicaemia (036.2) and meningococcal infection (not otherwise specified -NOS) were extracted. Duplicate records representing transfers between hospitals, and cases of neonatal meningitis were excluded. In addition, records for Hib (320.0), septicaemia (038.4) and epiglottitis (464.3) and bacterial meningitis (320.0-320.9) were extracted for the financial year 199 1-1992. Incidence rates were calculated using denominators obtained from the Australian Bureau of Statistics (ABS).
Infectious disease notifications
RESULTS
There were 322 separations for bacterial meningitis for the period July 1, 1991 to June 30, 1992-a rate of 5.5 per 100,000 population. Of these, 74 were meningococcal meningitis at a rate of 1.3 per 100,000 and 137 were Hib meningitis at a rate of 2.3 per 100,000. The remaining 110 separations were for meningitis due to unspecified bacterium (0.9 per 100,000), pneumococcal meningitis (0.5 per 100,000), and streptococcal meningitis (0.3 per 100,000), meningitis due to other specified bacteria (0.1 per 100,000) and Staphylococcal meningiti.s (0.05 per 100,000).
For children aged between four weeks and five years there were 210 separations for bacterial meningitis, a rate of 48.1 per 100,000. Of these, 35 were meningococcal infection 18.0 per 100,000) and 127 Hib infection (29.1 per 100,000). In all, more than 66 per cent of the cases of meningitis occurred in children less than five years of age and 60 per cent of these were due to Hib infection.
In 1989-1990,49 per cent of the meningococcal meningitis cases identified through hospital separations were identified in the passive surveillance system (Table 12 ). This had risen to 55 per cent in 1990-1991, and to 84 per cent in 1991-1992. When the records for 1991-1992 were matched, 70 per cent of the IDSS could be matched in the ISC.
Before November 1991 meningococcal infection notifications to the NSW Department of Health were not required to be differentiated into meningitis and septicaemia. This is evident in the high proportion of notifications which were unclassified. If the cases are compared, including those in
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Two of the notifications of PT4 have been identified as being related to overseas travel (Hong Kong and Sri Lanka). One case is still being investigated by Northern Sydney Public Health Unit staff.
The incidence of S. entenitidis in NSW has been low with no significant increase in the past decade, however because of the virulence of S. enteritidis PT4 and the potential of the organism to become a major pathogen and contaminant of raw shell eggs all notifications of S. entei-itidis should be investigated urgently and with extreme thoroughness.
Edward Kraa, Policy Analyst, Food borne Disease Surveillance
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Cer per ii conuItetioni 10 The rate for meningococcal meningitis in children aged less than five years has fallen, but the overall rate of bacterial meningitis in children has risen, as a result of an apparent increase in the incidence of Bib meningitis.
INFWENZA SURVEILLANCE
Overseas reports indicate the incidence of both meningococcal and Hib meningitis is increasing5. Concern about a rise in the incidence of bacterial meningitis in NSW and Australia has been raised'. This study's findings do not support an increase in bacterial meningitis overall, but there is an apparent rise in the incidence of Hib meningitis, based on hospital separations for 1989-1992. Deaths from Hib meningitis have also risen, with four deaths reported by the Australian Bureau of Statistics in 1987-1989, and seven in 1991.
Previous studies have fotmd the best methods to estimate the incidence of meningococcal disease were active surveillance and hospital separations. Active surveillance was considered to provide the most accurate timely information, but it is labour intensive, expensive arid not a useful routine surveillance metho&. The ISC is an existing data source which is simple and inexpensive to access, but provides sri underestimation of true incidence of diseas&. Passive surveillance in both these studies detected only 19 per cent' to 54 per centG of the incident cases reported by other methods.
Passive surveillance underestimates the incidence of meningococcal disease by 26 per cent. This appears to be largely a result of the classifications of many cases into NOS before October 1991 when meningococcal infection was not required to be differentiated into meningitis and septicaemia. If all the meningococcal cases identified by the passive surveillance system, including those identified as NOS, are compared to the cases discharged from hospital, more cases are identified through the passive system.
The excess of notifications over cases in the [SC may be due to the spectrum of illness, from patients who die before being admitted to hospital, and at the other end of the spectrum, patients who are not sick enough to warrant admission to hospital and improve with oral antibiotics, but have positive blood cultures.
Only 70 per cent of the records for the two datasets could be matched because the passive system records onset of illness and ISC records hospital discharge. Furthermore, unavoidable data-entry errors led to inaccuracies.
It is clear from our results that passive surveillance of meningococcal meningitis using notifications to the NSW Health Department is improving since the introduction of the 1991 Public Health Act. This system now detects at least 75 per cent of the cases recorded as being discharged from hospital. 
